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A LOT HAS CHANGED IN THE PAST 5 YEARS
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Learning Objectives

By the end of the presentation, participants will be able to:

• Define primary, secondary and tertiary prevention
• List primary prevention recommendations for cardiovascular 

disease
• Describe how recommendations may apply to the older 

population
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Speaker Disclosures

I have no relevant financial relationships to disclose.

I am not a cardiologist.
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Case 1
79 yo Caucasian female, moderate 
dementia, osteoporosis, residing in NH. 
Never smoker. Ambulates with wheelchair. 
DMII diet controlled without complications. 
On donepezil, alendronate, vitamin D. 
Weight 74 kg; BMI 26; BP 132/84; TC 180; 
HDL 50; LDL 110; Hgb A1c 7.2

Ø10 yr ASCVD 43%

• 1° vs 2° prevention?
• Lifestyle modifications?
• HTN Rx?
• T2DM Rx?
• ASA?
• Statin?

Case 2
72 yo Caucasian female, residing in 
the community. Never smoker. Bipolar, 
seizure disorder, ambulatory with 
recurrent falls. On antipsychotic, 
sertraline, levetiracetam. Weight 65 
kg; BMI 22; BP 130/74; TC 210; HDL 
60; LDL 126

Ø10 yr ASCVD 12%

• Lifestyle modifications?
• HTN Rx?
• ASA?
• Statin?
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Disease Prevention
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Primary Prevention

2019 ACC/AHA Guideline on the Primary Prevention of 
Cardiovascular Disease: Executive Summary

Endorsed by the American Association of Cardiovascular and Pulmonary 
Rehabilitation, the American Geriatric Society, the American Society of Preventive 
Cardiology, and the Preventive Cardiovascular Nurses Association

• Full-text guidelines: ACC (www.acc.org); AHA (professional.heart.org)
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http://www.acc.org/


AMDA – The Society for Post-Acute and Long-Term Care Medicine
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Don’t routinely prescribe lipid-lowering medications 
in individuals with a limited life expectancy.

Don’t initiate aggressive antihypertensive treatment 
in frail individuals ≥60 years of age. For frail individuals 
with hypertension, multiple medical comorbidities, 
and limited life expectancy, use clinical judgment, 
patient/family preferences, and evaluation of 
risk/benefit in deciding on medication(s) and the 
intensity of control.

FRAIL
F (fatigue)
R (resistance-flight of stairs
A (aerobic-walk 1 block)
I (Illness >5)
L (loss of >5% weight in 6 mo)
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Lifestyle Therapies

Diet
• vegetables, fruits, whole 

grains, legumes
• healthy protein sources 
• low-fat dairy, low-fat 

poultry,fish/seafood
• nuts, oils
• limited sweets, sugar-

sweetened beverages, and 
red meats

Activity
• Avoid weight gain
• If overweight, promote weight loss
• aerobic activity 3-4x weekly  x40 

minutes 
•Moderate+ intensity activity

Smoking cessation
Alcohol moderation
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Obesity (Silver Spring). 2016 Oct;24(10):2232-9. 



Fig. 2. Treatment of T2DM for Primary Prevention of CVD

Risk enhancing factors

• FH premature ASCVD

• Primary HLD
• Metabolic syndrome

• CKD eGFR <60ml/min
• Chronic inflammation

• Ethnicity (south Asian)
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Metabolic Syndrome: 3+ criteria



Primary Prevention with T2DM
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SLGT-2: canagliflozin dapagliflozin and empagliflozin
GLP-1R: Dulaglutide, Exenatide Semaglutide Semaglutide .
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ASCVD Risk

**10-year risk for ASCVD is categorized as:
Low-risk (<5%)
Borderline risk (5% to 7.4%)
Intermediate risk (7.5% to 19.9%)
High risk (≥20%)



ASCVD Risk
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Hypertension

American Geriatrics Society



Hypertension Guidelines

2003
• Joint National Committee on Prevention, Detection, Evaluation, and 

Treatment of High Blood Pressure (JNC)
• JNC-7: BP definitions

2013
• JNC-8: treatment recommendations

2013
• CPGs for CVD prevention transferred to the ACC/AHA

2014
• ACC, AHA +9 associations tasked to develop new HTN CPGs

2017
• New HTN CPG
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Hypertension: 2017 ACC/AHA 
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Hypertension Guidelines 2017
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Feb-March 2022
136 / 72 mmHg
127 / 76 mmHg
132 / 78 mmHg
125 / 76 mmHg
126 / 78 mmHg
124 / 75 mmHg
128 / 77 mmHg
132 / 87 mmHg
127 / 70 mmHg
126 / 72 mmHg
118 / 60 mmHg
124 / 70 mmHg
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BP Treatment
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Statin and Lipid Management
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Hyperlipidemia 

statin
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Statins

*Limited life span 
may prevent the 
minimum time 
for likely statin 
benefits: 4 to 5 
years associated 
with statins’ 
stroke-reducing 
benefits
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Primary Prevention: Statin in the Elderly
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Primary Prevention



Primary Prevention
Age > 75
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Aspirin
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NNT: 240

NNH: 210

ASCEND Trial
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ASA Primary Prevention Subgroups

NNT=159

NNH=156

NNT=154

NNH=125

ASCVD risk >10%
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ASA Primary Prevention Cancer Outcomes
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NNT=114

NNH=78



ASPREE: Aspirin in Reducing Events in the Elderly

• Age 70+
• No ASCVD
• 19,000 X 5 years
Conclusions
• significantly higher risk of major hemorrhage without 

significantly lower risk of cardiovascular disease
• subgroup analysis of CKD did not improve outcomes in older 

adults
• higher all-cause mortality among older adults taking aspirin than 

placebo 
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N Engl J Med. 2018 Oct 18;379(16):1519-1528.
N Engl J Med.2018 Oct 18;379(16):1509-1518.
Kidney Int. 2021 Feb;99(2):466-474.



Aspirin Use

Recommendations for Aspirin Use

COR LOE Recommendations

IIb A

1. Low-dose aspirin (75-100 mg orally daily) might be
considered for the primary prevention of ASCVD
among select adults 40 to 70 years of age who are at
higher ASCVD risk but not at increased bleeding risk.

III: 
Harm

B-R

2. Low-dose aspirin (75-100 mg orally daily) should not
be administered on a routine basis for the primary
prevention of ASCVD among adults >70 years of age.

III: 
Harm

C-LD

3. Low-dose aspirin (75-100 mg orally daily) should not
be administered for the primary prevention of ASCVD
among adults of any age who are at increased risk of
bleeding.



Take Home Message: Primary Prevention

• If institutionalized or > 75 yo: risk discussion
• No ASA for primary prevention
• All HTN targets are < 130/80
• ASCVD risk calculation dictates statin use
• Older age limits use

• Statin
• Recommended for Age < 75, T2DM 
• Risk discussion frailty, age >75
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Case 1

79 yo Caucasian female, moderate dementia, osteoporosis, residing in NH. Never smoker. 
Ambulates with wheelchair. DMII diet controlled without complications. On donepezil, 
alendronate, vitamin D. Weight 74 kg; BMI 26; BP 132/84; TC 180; HDL 50; LDL 110; Hgb 
A1C 7.2

Ø10 yr ASCVD 43%

• 1° vs 2° prevention? 1° prevention
• Lifestyle modifications?  Increase exercise, weight loss increases mortality
• HTN Rx? ACC/AHA risk discussion; AMDA not recommended
• T2DM Rx? ACC/AHA risk discussion; If asymptomatic, treatment unlikely to benefit given 

life expectancy
• ASA? No. Increased bleeding, not for 1° prevention
• Statin?  ACC/AHA risk discussion. Treatment unlikely to benefit given life expectancy 
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Case 2

72 yo Caucasian female, residing in NH. Never smoker. Bipolar, 
seizure disorder, ambulatory with recurrent falls. On antipsychotic, 
sertraline, levetiracetam. Weight 65 kg; BMI 22; BP 130/74; TC 
210; HDL 60; LDL 126

Ø10 yr ASCVD 12%

• Lifestyle modifications? Increase exercise, weight loss increases mortality
• HTN Rx? ACC/AHA risk discussion: orthostatics/falls

• ASA? No. Increased bleeding, not for 1° prevention

• Statin? ACC/AHA yes moderate intensity. Antipsychotic increased risk of HLD
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Questions?
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